Background {#Sec1}
==========

Retroperitoneal cystic masses, which are isolated and separate from surrounding major organs are uncommon, with an estimated incidence of 1/5750 to 1/250,000 \[[@CR1]\]. Approximately one third of patients with a retroperitoneal cyst (RPC) are asymptomatic and are diagnosed as an incidental finding \[[@CR1],[@CR2]\]. Two thirds present with symptoms relating to size and complications, and this most often is from a noticeable abdominal mass \[[@CR3]\].

The most common cause of retroperitoneal cystic masses are pseudocysts related to pancreatitis which occur more frequently with acute-on chronic pancreatitis \[[@CR4]\]. Other causes of retroperitoneal cysts include cysts that develop from surrounding structures such as mesenteric, omental, splenic and enteric duplication cysts. Neoplastic causes included cystadenomas, mesotheliomas, and cystic degeneration that can arise from solid neoplasms \[[@CR2]\]. Non-neoplastic causes include haematomas, urinomas, lymphoceles, pancreatic and non-pancreatic pseudocysts \[[@CR2]\].

We report a case of a patient presenting with a large isolated retroperitoneal cystic mass in the absence of preceding trauma or pancreatitis.

Case presentation {#Sec2}
=================

A 53-year-old man presented with a four-week history of worsening abdominal pain, anorexia and weight loss. This was on a background of a known large left sided cystic mass, which was discovered on imaging while he resided overseas nine months ago. He described his symptoms up until this presentation as mild but now complained of post-prandial abdominal pain, occasional vomiting and diarrhea. His impression was that the mass had been increasing in size for the past month. His past medical history included hepatitis C and diverticulosis. He gave no history of previous trauma and denied having symptoms or a history of pancreatitis in the past. There was no history of gallstones and no evidence of gallstones on prior or current imaging. His alcohol intake approximated 20 standard drinks a week. He also gave a 30 pack-year smoking history in addition to smoking marijuana daily.

On clinical examination, he had a grossly visible mass in his left upper quadrant, which could be appreciated at the end of the bed. This mass was firm and mildly tender. His blood examination revealed haemoglobin 124 g/L (Reference range: 130--180 g/L), l white cell count of 6.4 x10^9^/L (Reference range: 4--11 x10^9^/L) and CRP of 11.3 mg/L (Reference range: \<5 mg/L). Renal function and liver enzymes were normal. His CEA was elevated at 9.5 μg/L (Reference range: \<2.5 μg/L). CA 19.9 and AFP tumour marker were normal.

Computed tomography (CT) scan of the abdomen and magnetic resonance cholangio-pancreatogram (MRCP) revealed a large retroperitoneal cystic lesion in the left flank with no septations or enhancement, measuring 13.7 cm craniocaudally, 12.2 cm transversely and 10.9 cm anteroposteriorly. It appeared to be isolated and separate from the adjacent organs including the pancreas, stomach, spleen and left kidney (Figure [1](#Fig1){ref-type="fig"}). There were two small simple cysts in the spleen. There was mild to moderate dilation of the left renal pelvis, calyces and proximal left ureter. This was likely due to partial mechanical distortion from the mass, which displaced the left ureter laterally. The right kidney was normal.Figure 1**Coronal MRI (T2 phase) showing large retroperitoneal cyst with no septations.** The retroperitoneal cyst is separate to the pancreas (Pancreas -- yellow arrow).

After discussion with the patient, the decision was made to resect the cyst due to his increasing symptoms of abdominal pain and for diagnostic certainty. At operation, the cyst was isolated from the pancreas and dissected from the left ureter, left kidney, renal vessels and aorta and did not communicate with any of these structures (Figures [2](#Fig2){ref-type="fig"} and [3](#Fig3){ref-type="fig"}). The spleen was preserved. His recovery post-operatively was uneventful. His post-prandial pain and vomiting resolved and he was able to eat better post-operatively.Figure 2**Operative image of retroperitoneal cyst.**Figure 3**Resected retroperitoneal cyst.**

Histopathological assessment of the resected cyst revealed no epithelial lining to this cyst, and it was in fact a large fibrous pseudocyst.

As the cyst was delivered intact for pathological assessment, the fluid was not tested for amylase, or lipase.

Discussion {#Sec3}
==========

Our patient had a large pseudocyst in the retroperitoneum, which developed in the absence of a history of pancreatitis. Non-pancreatic pseudocysts are rare lesions which often arise from the mesentery or omentum \[[@CR2]\]. They characteristically have a thick, fibrous wall lacking an epithelial lining, and contain haemorrhage, pus or serous fluid, which unlike pancreatic pseudocysts is not associated with high levels of amylase and lipase. On imaging they present as unilocular or multilocular cystic masses with thick walls \[[@CR3]\]. They can develop secondary to trauma or infection and are thought to be the sequelae of a mesenteric or omental haematoma or an abscess which was not resorbed \[[@CR5],[@CR6]\].

A RPC includes a wide differential such as mesenteric, omental, splenic and enteric duplication cysts \[[@CR2]\]. Neoplastic RPCs can be divided into epithelial (mucinous or serous cystadenoma), mesothelial (mesothelioma), germ cell (cystic teratoma) and cystic changes in a solid neoplasm (paraganglioma, neurilemmoma, sarcoma) \[[@CR2]\]. Other rare cysts such as lymphangioma (1 % of all retroperitoneal neoplasms \[[@CR7]\]), mullerian cyst, epidermoid cyst, tailgut cyst, bronchogenic cyst, pseudomyxoma retroperitonei, perianal mucinous cystadenoma have been described. Non-neoplastic causes include haematoma, urinoma, lymphocele, pancreatic pseudocyst and nonpancreatic pseudocyst \[[@CR7]\].

Diagnostic work-up should include a thorough history, laboratory investigations including tumour markers and imaging. Assessment of the retroperitoneum with a CT will allow characterisation of the cystic mass and its relationship with surrounding organs. Magnetic resonance imaging (MRI) was used in this instance, as MRI has superior contrast resolution enabling soft-tissue delineation and is useful in characterising cysts by depicting septae, ductal communications, wall thickening and enhancement \[[@CR2],[@CR8]\].

Many cystic lesions cannot be accurately diagnosed as clearly benign without operative and pathological evaluation. The decision to proceed to surgery is determined by the presence of symptoms, risk of complications without intervention (infection, rupture, possibility of malignant change) and diagnostic uncertainty \[[@CR9]\].

In this case we were unable to assess the cyst fluid for amylase, as the cyst was sent for pathological assessment intact, and a pancreatic pseudocyst was low in our differentials, given the patient gave no history of pancreatitis and there was no communication with the pancreas.

Pseudocysts can be complicated by infection, haemorrhage and mass effects \[[@CR9],[@CR10]\]. Management options include simple drainage and complete excision by laparotomy, an extraperitoneal approach, transperitoneal flank approach or laparoscopic excision. Complete excision is preferred to avoid potential for recurrence \[[@CR2],[@CR11]\].

Conclusions {#Sec4}
===========

We present a rare case of an isolated large retroperitoneal fibrous pseudocyst unrelated to previous pancreatitis which was successfully managed with surgery.

Consent {#Sec5}
=======

Written informed consent was obtained from the patient for publication of this Case report and any accompanying images. A copy of the written consent is available for review by the Editor of this journal.
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